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6. Medical Care and Any Type of Remedial Care 


d. Other practitioners' services 


Anesthesia Services 


Limited to the anesthesia services provided
by nurse anesthetists 
scopewhen such services are within theof practice of the nurse 


anesthetist and are covered anesthesia services in the
As- Medical 

sistance Program. 


Advanced Registered Nurse Practitioner
( A R N P )  Services 


(1) Covered services shall include those furnished
by a licensed 
participating advanced registered nurse practitioner to 
eligible Medical Assistance recipients through direct patient con
tact. Services shallbe those which are within the scope
of their 
practice asa licensed ARNP so long as the services are covered in 
the MedicaidProgram. 

(2) arnps participating as nurse-midwivesor nurse anesthesists 
shall comply with the service requirementsof those components for 
participation and reimbursement, as appropriate. 

( 3 )  An ARNP desiring to participate the Medical Assistance 
Program shall: 

(a) Meet all applicable requirements
of state laws and condi
tions for practiceas a licensed ARNP. A current copyof the ARNP's 

license shall accompany each participation application; 


Enter intoa provider agreement with the CabinetHu-for 

man Resources, Department for Medicaid Services to
ARNPprovide
services: and 

Provide and bill for the services in accordance
w i t h  the 
terns and conditionsof the provider participation agreement. 


( 4 )  Service Limitations are: 

(a) Limitations applicable with regard to services provided

be applicable with regard
by physicians shall also to ARNPs. 

(b) immunizations providedby ARNPs are not covered. 
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(c) When an arnp and a physician perform the same service on 
the same day within a cannon practice , only one (1) of the services 
sha l l  be covered. 

(a) When an arnp provides and b i l l s  an o f f i ce  v i s i t ,  an off ice  
v i s i t  or consultation by a physician in a common practice with the ARM? 
for a v i s i t  by the same patient on the same day is notcovered. When a 
physician(s) provides and b i l l s  an o f f i ce  v i s i t ,  an o f f i c e  v i s i t  o r  
consultation by an arnp i n  a common practice with the physician for a 
v i s i t  by the same patient on the same day is not covered. 

(e) When an arnp refers a pat ient  t o  a physician based on medical 
necessity, the necessity for the referral shall be documented i n  the 
patient 's  record or chart .  
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Other Licensed Practitioners’ Services (continued) 


( d j  	 Ophthalmic dispensers’ services, limited to dispensing service or a 
repair service (for eyeglasses provided to eligible recipients), are 
covered. The following limitations are also applicable. 

(1) Telephone contacts are not covered; 


(2) Contact lens are not covered; 


(3) 	 Safety glasses are covered when medically necessary subject to 

prior authorization requirements described in material on file in 

the state agency. 
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7. Home Health Care Services 


7.a. Intermittent or Part-Time nursing Service 


1. 	 There are no limitationson the intermittent or part-time nursing
service providedby the home health agency. 

2. There are no limitations on the intermittent
or part-time nursing

service provided by the registered nurse whenhome health
no 

agency exists in the area except that the registered nurse must 

be approved by the local health department serving that area as 

capable of performing the service. 


3 .  	 Home health agencies may provide disposable medical supplies 
necessary for, or related orto, the provision of intermittent 

part-time nursing service as specified for coverage
by the Medi

caid Program.
-

7.c. Medical Supplies, Equipment, and Appliances Suitable
for Usein the 

Home 


Each provider desiring to participate aasdurable medical equipment,

appliance, and medical supplies provider musta be
Medicare participat
ing provider (except that for the periodOctober 1, 1993 throughof 
March 31, 1994, the provider is not required to be participatingin 

Medicare if the provider is also participating
in the Medicaid Program 
as another typeo f  provider), and sign a provider agreement with the 
Cabinet for Human Resources, Department for Medicaid Services. 
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Durable medical equipment, appliances, and medical supplies cov

ered only in accordance with the following conditions: 


1. 	 The equipment, appliances,or supplies which are covered shall be 
limited to those coveredin the Medicare Program unless separate

ly specified for coverageby the cabinet. Any equipment or appli

ance witha cost of$150 or more must be preauthorized
by the 

cabinet. 


2. 	 The equipment, appliances,or supplies shall be orderedby the 

physician as required in the treatment
of the patient. 


3 .  	 The equipment, appliances,or supplies shall be suitable for the 
patient to use in the home. 

4.  	 The recipient utilizing the equipment, appliances,or supplies
shall be Medicaid eligible, andthe durable medical equipment
providers shall be requiredt o  participate as providersin both 
�he Medicare and Medicaid Programs. 

5.  	 Coverage for an itemof durable medical equipment or appliance
shall be in accordance with the following guidelines: that the 
item shall be durable in nature and able to stand repeated use; 
serve a medical purpose; generally be not useful aperson into 

the absence of use
i 11ness or injury; be appropriate for in the 
home; and be necessary, appropriate and reasonable for treatment 

o fo f  an illness or injury or to improve the functioning a mal

formed body member. This definition includes but is not limited 

to wheelchairs, crutches, walkers, intermittent positive pressure

breathing machines, braces, artificial limbs, and oxygen (when

such oxygen supply can be maintained, -replaced, or resupplied at 

all times). The Medicare Program will be used aasguide for 

determining the appropriateness for coverage, where applicable. 
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the fo l lowinggenera ltypesofequipment  or a p p l i a n c e  are excluded 
from coverageunderdurablemedicalequipment  or a p p l i a n c e s .  

1. 	 Itenis of equipment or app l i anceswhichwouldappropr i a t e ly  be 
c o n s i d e r e d  f o r  c o v e r a g e  o n l y  t h r o u g h  o t h e r  s e c t i o n s  o f  t h e  Medi
ca l  Ass is tanceProgram,such  as l e n sa n df r a m e s ,h e a r i n ga i d e s ,  
and pacemakers.  

2 .  	 equipment or  appl ianceswhich  are p r i m a r i l ya n dc u s t o m a r i l yu s e d  
for  a non-medicalpurpose,such as a i r  c o n d i t i o n e r s ,  room h e a t 
ers, a n dh u m i d i f i e r s  

3 .  P h y s i c a lf i t n e s se q u i p m e n t ,s u c h  as e x e r c y c l e s  

4 .  	 Equipment or  a p p l i a n c e sw h i c hb a s i c a l l y  serve comfort  or conve
n i e n c e  f u n c t i o n s  or are p r i m a r i l y  f o r  c o n v e n i e n c e  of t h e  p e r s o n  
c a r i n g  f o r  t h e  p a t i e n t ,  s u c h  as e l e v a t o r s  a n d  s t a i r w a y  e l e v a t o r .  

7 . d .  	 P h y s i c a l - t h e r a p y ,o c c u p a t i o n a lt h e r a p y ,  or speechpa tho logyandaud io l 
ogy se rv ices  p rov ided  by  a home hea l th  agency  or medical r e h a b i l i t a 
t i o n  f a c i l i t y .  

1. Aud io logyse rv ices  are notprovidedunderth iscomponent .  

2 .  	 P h y s i c a lt h e r a p y ,o c c u p a t i o n a lt h e r a p y ,  or  speechpathology ser
v i c e s  p r o v i d e d  by a m e d i c a l  r e h a b i l i t a t i o n  f a c i l i t y  are no t  p ro 
v idedunderth iscomponent .  

9 .  C l i n i c  Services 

C o v e r a g e  f o r  c l i n i c  services is  l i m i t e d  t o  services provided  by t h e  follow
i n gc l i n i c sa n di n c l u d e s :  

1. 	 Menta lhea l thCen te r sl i censedinaccordancewi th  applicable s t a t e  
laws a n dr e g u l a t i o n s .  However, services renderedby Community Mental 
Hea l thCen te r s  t o  S k i l l e d  N u r s i n g  or  i n t e r m e d i a t e  Care F a c i l i t y  p a 
t i e n t s / r e s i d e n t s  are n o t  covered. 

2 .  Fami ly  C l in i c s .P lann ing  

3 .  	 C l i n i c se n g a g i n gi ns c r e e n i n gf o rt h ep u r p o s e s  of t h ee a r l ya n dp e r i o d 
i c  sc reen ing ,d i agnos i sandt r ea tmen tcomponen t  of theMedica l  Assis
tanceProgram. 

4 .  O u t p a t i e n t  C l i n i c s .S u r g i c a l  

5. O t h e rc l i n i c sa u t h o r i z e du n d e r  42 CFR 440.90 
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9. ClinicServices (continued) 

Abortion services are reimbursable under the Medical Assistance Program 
only when service to provide anabortion or induce miscarriage is, inthe 
opinion of a physician, necessary forthe preservation of the life of the 
woman seeking such treatment or to complywith the federal court order 
in the case of Hope vs. Childers. Any request for program payment for an 
abortion or induced miscarriage must be justifiedby a signed physician 
certification documenting that in the physician’s opinion the appropriate 
circumstances, as outlined in sentence one of this paragraph, existed. A 
copy of the completed certificationform and an operative reportshall 
accompany each claimsubmitted for payment. However, when medical 
services not routinely related to the uncovered abortion service are 
required, the utilization of an uncovered abortion service shallnot 
preclude the recipient from receipt of medical services normallyavailable 
through the Medical AssistanceProgram. 
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10. Denta l  S e r v i c e s  

A.  	 A l i s t i n go fd e n t a ls e r v i c e sa v a i l a b l e  t o  r e c i p i e n t sa g e  2 1  andover  
i s  a l s o  m a i n t a i n e d  a t  t h e  c e n t r a l  o f f i c e  of t h e  s i n g l e  state agency 
and i s  shown i n  t h e  p r o v i d e r  m a n u a l .  

B .  Out -of -Hospi ta l  Care 

A l i s t i n g  o f  d e n t a l  s e r v i c e s  a v a i l a b l e  t o  Medicaid r e c i p i e n t s  i s  main
t a i n e d  a t  t h e  central  o f f i c e  o f  t h e  s i n g l e  state agencyand is shown 
i n  t h e  p r o v i d e r  m a n u a l .  
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2 .  In-Hospital Care 

Coverage forservices rendered by dentistsfor hospital inpatient care is 

limited toservices for patients that are determined
to be medically neces

sary. This includes, but is not limited to, patients with: 


1) Heartdisease 

2)Respiratorydisease 

3 )  Chronicbleeder 

4 )  Uncontrollable patient (retardate-emotionally disturbed) 
5) Other (care accident, high temperature, massive infection, etc.) 
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D .  oral SurgeonServ ices  

A l i s t i n g  ofo r a l  s u r g e o n  services a v a i l a b l e  t o  Medicaid r e c i p i e n t s  is main
t a i n e d  a t  t h e  c e n t r a l  o f f i c e  of t h e  s i n g l e  state agencyand i s  shown i n  t h e  
provider  manual .  
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